Objective: Socially disadvantaged individuals are at high risk for having their mental health service needs unmet. We explored the relations among education level, income level, and self-reported barriers to mental health service use for individuals with a mental illness, using data from the Canadian Community Health Survey: Mental Health and Well-Being (CCHS 1.2).
R ecent Canadian data have shown that 4.9% of Canadians have met the criteria for a mood disorder in the past 12 months and 4.7% of Canadians have met the criteria for an anxiety disorder in the past 12 months. 1 However, despite the availability of effective treatments, only 32% of individuals with a mental disorder in the past year spoke to a health professional about their symptoms. 1 There is a large literature describing the complex relation between socioeconomic status and mental disorders. Muntaner reviewed this literature comprehensively in 2004. 2 In the last decade, North American researchers have found that the gap between need for mental health services and use of these services tends to be greatest for individuals who belong to lower socioeconomic groups. Anxiety and affective disorders are more common in lower-education and lower-income groups. 3, 4 However, Canadian data show higher rates of specialty mental health service use in individuals with high education levels-and smaller or no differences in service use rates by income level. [4] [5] [6] [7] [8] To explore this issue further, we sought to determine the association between education and income levels and perceived barriers to accessing mental health services among Canadians with an anxiety or affective disorder.
Methods
Our data were drawn from the CCHS 1.2, a national population-based survey designed to gather cross-sectional health data from a representative sample of almost 37 000 Canadians by using structured diagnostic interviews that follow DSM-IV criteria. 9 The methodology for the CCHS 1.2 has been recently described by Gravel and Beland. 10 The interview was based on the WHO World Mental Health Survey Initiative version of the Composite International Diagnostic Interview 11 and adapted for use in Canada. Two broad categories of psychiatric disorders were assessed: anxiety disorders (panic disorder, social phobia, and agoraphobia) and affective disorders (manic episode and major depressive episode). In the current analysis, we limited our sample to those respondents, aged 18 years and over, who met the criteria for any anxiety or affective disorder in the past 12 months.
Our primary outcomes were 3 dichotomous variables that indicated self-reported barriers to mental health care regarding accessibility, acceptability, and availability of services; these 3 variables were based on Statistics Canada's derived variable definitions. Statistics Canada's website provides details about item development. 12 Respondents were identified as having an accessibility barrier if they indicated that they did not use mental health services because of cost, lack of transportation, or lack of child care. Respondents had an acceptability barrier if they indicated they did not use mental health services because of "not getting around" to treatment seeking, preferring to manage it themselves, thinking it could not help, being afraid to ask for help, or having language barriers or other responsibilities that prevented help seeking. Respondents had an availability barrier if they did not use mental health services because there were no professionals available in the area, long wait times for services, or no professionals available at the time they required services.
We created a binary variable for the respondents' education level (high school diploma as opposed to no high school diploma). This approach was chosen because an exploratory plot of respondents' education levels against reported barriers showed a natural break at the high school level. We used a binary "low-income" variable to indicate those respondents who had a household income of less than $26 000 per year. This cut-off captured the lowest quintile of household income in the CCHS 1.2 sample. We used respondents' scores on the Kessler Psychological Distress Scale for a continuous measure of symptom severity ranging from 0 to 40. 13 We created a 3-level categorical variable for respondents' living arrangements that identified those not living with children, single parents, or parents with a partner. Previous research has demonstrated that single mothers have higher rates of mental health service use than married mothers. 14 Individuals who are solely or jointly responsible for children may face difficulties associated with organizing child care in their efforts to access mental health services. Finally, we created a 3-level ordinal variable for the number of times any mental health service was used (more than once, only once, or no use). Service use included visits in the past 12 months to psychiatrists, psychologists, family doctors, and social workers or other counsellors for emotional or mental health reasons.
We used SAS 9.1 software (SAS Institute, Cary [NC]; 2003) to conduct separate logistic regressions for each outcome variable. We adjusted for potential confounders including age, sex, distress level, past-year employment, immigrant status, rural or urban residence, and service use history 15, 16 and calculated 95%CIs with Statistic Canada's bootstrap program. 18 Table 1 describes the demographic characteristics of our sample and the Canadian population. In the most recent 12-month period, 3101 (8.3%) of the study sample met the DSM-IV criteria for an anxiety or affective disorder. In the past 12
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Abbreviations used in this article CCHS Twenty-three percent of the sample reported that they needed mental health services but did not receive them. Table 2 provides a detailed breakdown of the reported barriers by specific question. Table 3 provides the results of our logistic regressions. Accessibility barriers were reported by 3% of the study sample. Neither education level nor income level were significant predictors of accessibility barriers. Older individuals were less likely to report accessibility barriers (OR 0.97; 95%CI, 0.95 to 0.99). Individuals with higher distress scores were more likely to report accessibility barriers (OR 1.06; 95%CI, 1.03 to 1.09).
Acceptability barriers were reported by 16% of participants in the sample. Individuals with a high school diploma were less likely than individuals without a high school diploma to report acceptability barriers to care (OR 0.65; 95%CI, 0.45 to 0.93).
Higher-income individuals were less likely than lower-income individuals to report acceptability barriers to care (OR 0.69; 95%CI, 0.50 to 0.96). Other significant predictors of acceptability barriers included being younger, being employed, being a parent with a partner, and having higher distress scores.
Availability barriers were reported by 5% of the study sample. Individuals with a high school diploma were more likely than individuals without a high school diploma to report availability barriers (OR 1.89; 95%CI, 1.00 to 3.58). Higher-income individuals were less likely than low-income individuals to report availability barriers to care (OR 0.58; 95%CI, 0.32 to 0.87). Other significant predictors of acceptability barriers included higher distress scores and having used services more than once in the past year
Discussion
In this study, over one-fifth of individuals with an anxiety or affective disorder reported an unmet need for mental health care. Acceptability barriers stood out as the most common reason for unmet need. We found that low-income individuals who had not completed high school were most likely to report acceptability barriers to care. Being employed also increased the likelihood of acceptability barriers to care. Put together, these characteristics point toward uneducated members of the working poor as a population who may face significant challenges in seeking treatment when they are suffering from anxiety or depression.
In countries where mental health services are primarily offered in the private sector, the concept of social disadvantage as it relates to service use is often tightly yoked to income levels or insurance coverage. 16 Under universal health care coverage, other elements of social disadvantage emerge as major predictors of service use. In Canada, education level has been demonstrated to be a strong sociodemographic predictor of mental health service use 5, 8 ; the current study explores why this is the case. We have found that low education levels are strongly and independently associated with increased acceptability barriers for care. This is consistent with international literature on mental health literacy, which has identified education as a significant factor associated with insight into symptoms of mental disorders and attitudes toward treatment. 17 While the psychiatric measures from the CCHS 1.2 have been well-validated and widely used internationally, the barriers to care outcome measures were self-reported and their accuracy has not been validated. The survey measured only the perceived barriers to care; whether or not services were actually available or accessible cannot be ascertained with this data. This limitation should not affect our interpretation of acceptability barriers because participants' perceptions are themselves the targets of measurement.
Issues related to the acceptability of care drive most of the unmet need for mental health services in Canada; that is, individuals choose not to seek help for reasons unrelated to cost or availability. We have described a constellation of sociodemographic characteristics that increase the likelihood of acceptability barriers to care. An important step toward ensuring that services are delivered to those in need could be targeted approaches to service delivery that include appropriate outreach efforts to working individuals who have not completed high school. Strategies such as the development of partnerships between service providers and large employers of unskilled laborers might prove to be a beneficial approach in our efforts to improve the equitable distribution of mental health services. Méthodes : Le groupe de notre échantillon comprenait les 8,3 % de répondants adultes qui satisfaisaient aux critères de l'ESCC 1.2 d'un trouble anxieux ou affectif dans les 12 mois écoulés (n = 3 101). Nous avons examiné l'association entre les niveaux d'instruction et de revenu, et les obstacles autodéclarés à l'accessibilité, la disponibilité ou l'acceptabilité des soins de santé mentale.
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Résultats : Les obstacles à l'accessibilité, la disponibilité ou l'acceptabilité ont été déclarés par 3 %, 5 % et 16 % de notre échantillon, respectivement. Les personnes titulaires d'un diplôme d'études secondaires étaient moins susceptibles que les personnes n'en détenant pas de déclarer des obstacles à l'acceptabilité des soins (OR 0,65; 95 % IC, 0,45 à 0,93). Les personnes à revenu élevé étaient moins susceptibles que les personnes à faible revenu de déclarer des obstacles à l'acceptabilité des soins (OR 0,69; 95 % IC, 0,50 à 0,96). L'emploi, le niveau de détresse, l'âge et la structure familiale étaient également associés aux obstacles d'acceptabilité.
Conclusion : Les questions liées à l'acceptabilité expliquent la plupart des besoins non comblés en matière de services de santé mentale. Les planificateurs des programmes devraient envisager l'élaboration d'approches ciblées de la prestation et de la diffusion des services pour les personnes à faible revenu, en emploi qui n'ont pas terminé leurs études secondaires.
